needed for either a laparoscopic Roux-en-Y gastric bypass or a laparoscopic sleeve gastrectomy cost $2500-$3000. Of the 1.2 million possible Canadian candidates for bariatric surgery (5% with obesity class II and III), in 2012-2013 only 6000 (0.5%) underwent a bari atric procedure, mostly concentrated in Ontario and Quebec. 2 Based on these costs, if an extra 2000-3000 Canadian patients obtained this surgery abroad, the Canadian system would have saved $30 million-$60 million in direct costs. Further, if we consider the effects of bariatric surgery on reducing medical comorbidities, provincial health systems also save on the cost and management of chronic diseases (e.g., diabetes, coronary artery disease) for years; these savings were estimated at almost $6 million dollars per 1000 patients 10 years ago. 4 Taken together, these savings amount to hundreds of millions of dollars per year. In comparison, France performed nearly 50 000 bariatric interventions in 2014 (two-thirds were done privately, but reimbursed by the state), which is proportionally 4-5 times as many as in Canada for a less obese general population (obesity France is 24% v. 28% in Canada).
Bariatric surgery has a mortality similar to cholecystectomy, hysterectomy or knee arthroplasty as well as an acceptably low morbidity rate. Complications of surgery that occurred abroad are likely to have happened in Canada as well, and the costs of those complications would have been covered in Canada anyway. Kim and colleagues 5 estimated this cost to be half a million dollars a year in Alberta, still a small fraction of the cost to the province had they performed the procedure. Though some consider the costs of treating complications from bariatric surgery performed abroad to be onerous for the Canadian health system, 1 rather, the resulting savings from patients receiving surgery elsewhere seems very profitable, if unethical, for provincial health networks on the backs of those who bear the costs of private surgeries.
Consider all the other categories of surgery (e.g., urological and neurosurgical procedures) for which Canadians travel abroad. Plenty of Canadians undergo orthopedic procedures in India or Europe and plastic surgeries in Cuba, the Dominican Republic, Costa Rica or Brazil. Who covers the complications of plastic surgeries not covered by the Canada Health Act? What happens when a patient who experiences a pulmonary embolus, a systemic infection, or a cardiac arrhythmia after a breast augmentation performed elsewhere arrives in a Canadian emergency department? In the past 40 years since the quality of top American centres like the Mayo Clinic, Cleveland Clinic, and hospitals in Boston and New York was established, plenty of Canadians have obtained treatment (e.g., cardiac, vascular, cancer, infertility) in the United States. Many of those patients came back to Canada with complications, and the Canadian health system took care of those complications, mostly because the costs of those procedures were not covered here. Why is bariatric medical tourism suddenly a problem?
Provincial health ministries hold a strong responsibility to take care of complications of surgeries performed abroad, as they are not doing their fair share to cover the costs for enough patients to obtain bariatric surgery under the Canada Health Act. Why does bariatric surgery have inadequate coverage? Perhaps negative biases toward obesity surgery or obesity in general are the culprit.
